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INTRODUCTION
Institutional abuse is distinguished from familial child abuse, in that it is perpetrated by adults working within the context of various types of institutions serving children in the community including residential care centres, schools, churches, and recreational facilities which may be managed by either secular or religious organizations (Gallagher, 2000) . The present paper is specifically concerned with institutional abuse which occurred within the context of religiously-affiliated residential institutions. Institutional abuse may involve physical, sexual or emotional maltreatment; it entails an abuse of power and a breach of trust; and typically, institutional abuse is an ongoing process rather than an isolated incident (Wolfe, Jaffe, Jette, & Poisson, 2003) . In Ireland in recent years there have been many allegations of this form of institutional abuse. In response, the Irish Government set up the Commission to Inquire into Child Abuse (CICA). The research reported in this paper, is one element of a larger research project, which was commissioned by CICA. The overall objective of the research described in this paper was to develop a set of multi-item scales to assess psychological processes and coping strategies associated the experience of child abuse within the context of religiously affiliated institutions.
There is some evidence that child abuse which occurs within religiously affiliated institutions has a significant impact on adult adjustment. For example, Wolfe, Francis, and Straatman (2006) found that in a sample of 76 adult male survivors of physical and sexual child abuse which occurred in residential religiously affiliated institutions, 88% had at some point in their lifetime met the diagnostic criteria for a DSM IV (American Psychiatric Association, 2000) axis I disorder, and 59% presented with a current disorder. The most common conditions were posttraumatic stress, alcohol, and mood disorders. In addition on the Trauma Symptom Inventory (Briere, 1996) , significant group mean elevations occurred on the trauma, dysphoria, depression, intrusive experiences, defensive avoidance, and dissociation scales. Over two thirds of the sample reported significant sexual problems in adulthood, and over half had a history of criminality.
A variety of processes may account for the link between institutional child abuse on the one hand, adult adjustment on the other. Wolfe et al. (2003) propose that the long-term outcomes of institutional child abuse involves a set of distinctive psychological processes. 5 These processes are traumatization, betrayal, stigmatization, disrespect for authority, and avoidance of reminders of abuse. These processes were identified in an extensive systematic literature review; a consideration of salient findings from clinical experience with over 450 cases of institutional abuse; and consultation with a panel consisting of abuse survivors, expert professionals and researchers from the child protection field. In this formulation, traumatization refers to the process of physical and psychological injury associated with abuse. Betrayal is the process that occurs when the child's trusting relationship with the perpetrator is breached, and trust in others becomes diminished as a result. Stigmatization refers to the process of feeling shame, guilt, and humiliation as a result of being abused. Disrespect of authority is the process that occurs in response to being traumatized and betrayed by a perpetrator in an authoritative position. It may be accompanied by fear of authority figures and a sense of powerlessness. Avoidance of reminders of abuse is an avoidant coping strategy which abuse survivors use to inhibit recall of abusive experiences, which often occur as vivid distressing flashbacks when exposed to abuse-related cues.
A further process which may account for the link between institutional child abuse on the one hand, adult adjustment on the other is religious disengagement. The research literature on child abuse perpetrated by religious leaders, such as priests and religious brothers, indicates that in addition to the processes identified by Wolfe et al. (2003) , abuse survivors may also disengage from religious and spiritual beliefs and practices which they associate with their abusers (e.g., Bottoms, Shaver, Goodman, & Qin, 1995; Fater & Mullaney, 2000; Farrell & Taylor, 2000; McLaughlin, 1994, Wolfe, Francis, and Straatman, 2006) . Religious disengagement is a 'special case', of the processes of avoiding reminders of abuse and disrespect of authority (identified in Wolfe and colleagues' [2003] formulation outlined above), specific to cases of abuse perpetrated by religious leaders.
Coping strategies, both adaptive and maladaptive, may also account for the link between institutional child abuse on the one hand, adult adjustment on the other. The research literature on stress and coping in children exposed to early childhood adversity suggests that children may use both functional and dysfunctional coping strategies to deal 6 with institutional abuse (Luthar, 2003; Rutter, Quinton, and Hill, 1990) . Functional coping strategies include social support, skill mastery, planning and spiritual support.
Dysfunctional coping strategies may include fully complying with the abusive regime or aggressively opposing it without due regard to the risks of further abuse entailed by this, or displacement of this anger and re-enactment of abuse on self or others. Excessive consumption of alcohol, drugs and food are other potentially dysfunctional coping strategies.
The overarching objective of the present study was to develop a psychometric instrument to evaluate psychological processes associated with institutional abuse and coping strategies used to deal with it, informed by the literature briefly reviewed above.
Within the context of this overall objective, there were a number of specific aims and hypotheses or research questions. The first aim was to establish a set of factorially valid factor scales which contained similar items for past and present versions of each scale.
Past versions of scales would indicate respondents' recollections of childhood experiences, while respondents current experiences, would be assessed by current versions of scales. An important benefit of establishing a set factor scales containing similar items for past and present versions of the instrument, would be that repeated measures analyses could be conducted to examine changes in participants' perceptions of their status on factor scales from childhood to adulthood. We expected that a theoretically coherent factor structure would offer a parsimonious explanation for item response variability. The second aim was to evaluate the reliability of these scales, and the expectation was that they would show acceptable levels of internal consistency and interrater reliability. The third aim was to assess the discriminative validity of the scales. It was expected that they would have large and significant correlations with indices of institutional, but not family-based child abuse. The fourth aim was to determine the construct validity of the scales, and in this context it was expected that they would show large and significant correlations with indices of adult adjustment. The fifth aim was to further evaluate the construct validity of the scales by assessing the degree to which different types of institutional child abuse (sexual, physical and emotional) were associated with different profiles on the scales. This was an exploratory analysis, not guided by 7 specific hypotheses. The final aim was to further evaluate the construct validity of the scales by assessing profiles in subgroups of participants who differed in their current level of mental health. It was expected that those with poorer mental health would show more problematic profiles on the scales, and less improvement from past to present versions of the scales.
METHOD Participants
The study was commissioned by CICA (the Commission to Inquire into Child Abuse), a statutory body established by the Irish Government in 2000 to investigate and report on institutional abuse. Two hundred and forty seven adult survivors of institutional abuse, recruited through CICA, participated in this study. All people who attended CICA before December 2005 and who reported institutional abuse were invited to participate in the study unless their whereabouts was unknown; they were resident outside Ireland and UK; they previously stated they did not want to participate in a research project; they previously stated they did not want to be contacted by CICA; they were known to be deceased; or they were known to be in poor health or to have a significant disability. The overall exclusion rate was 26%. The response rate for the study was 26%. Approximately 20% of CICA attenders participated in this study. One hundred and twenty six were living and interviewed in Ireland. One hundred and twenty one were living and interviewed in the UK.
The sample included almost equal numbers of males (54.7%) and females (45.3%), with a mean age of 60 years (SD = 8.33; Range = 40 -83 years), and it had been 22-65 years since they had suffered institutional abuse. Thirty four percent of participants were retired; 24% were unemployed; 27% were unskilled or semiskilled; and the remaining 15% had skilled or professional jobs. Forty nine percent had never passed any state, college or university examination. Forty-nine percent were married. Participants in this study were probably better adjusted than other CICA attenders, and other survivors of institutional abuse, since older cases in poor health or with significant disabilities and who were homeless were excluded.
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Instruments
Participants were interviewed with a standard assessment protocol which included the Institutional Child Abuse Processes and Coping Inventory (ICAPCI) and a set of standardized instruments to facilitate its validation. The ICAPCI was designed specifically for this study to evaluate psychological processes and coping strategies which the literature suggests are associated with the experience of institutional abuse and later life difficulties. The following processes and coping strategies were covered in a series of multi-item rational scales developed by the authors: (1) traumatisation, (2) betrayal and loss of trust, (3) stigmatization, shame and guilt, (4) disrespect of authority, (5) reenactment of abuse, (6) powerelessness, (7) coping by opposing, (8) coping by using alcohol drugs and food, (9) religious disengagement, (10) coping through spiritual support, (11) coping through planning, (12) coping through skill mastery, (13) coping through social support, (14) coping by complying, (15) coping by avoiding reminders of abuse.
Participants completed two versions the ICACPI. The first inquired about processes and coping strategies used in childhood while living in institutions, and the second inquired about the same processes and coping strategies in adulthood. For all items, five point response formats were used from 1= never true, to 5 = very often true.
The assessment protocol elicited information on demographic characteristics and history of institutional experiences as well as containing the following instruments:
institutional and family versions of the Childhood Trauma Questionnaire (CTQ, Bernstein & Fink, 1998) ; the anxiety, mood and substance use modules of the Structured Clinical Interview for Axis I Disorders of DSM IV (SCID I, First, Spitzer, Gibbon, and Williams, 1996) ; the antisocial, borderline, avoidant and dependent personality disorder modules of the Structured Clinical Interview for DSM IV Personality Disorders (SCID II, First, Spitzer, Gibbon, and Williams, 1997); the Trauma symptom Inventory (TSI, Briere,1996) ; the Global Assessment of Functioning Scale (GAF, Luborsky, 1962) ; and the UK version of the 100 item World Health Organization Quality of Life Scale 100 (WHOQOL, Skevington, 2005) .
The study was designed to comply with the code of ethics of the Psychological Society of Ireland. In addition, ethical approval for the study was obtained through the University College Dublin (UCD) Human Research Ethics Committee. Every effort was made to insure that the research interviews were carried out in a way that was minimally distressing for participants. Follow-up contact and support was offered to all candidates in collaboration with the National Counselling Service in Ireland and the Immigrant Counselling and Psychotherapy Service in the UK. Over the 6 months of data collection fewer than 5% of participants required referral for counselling.
Between June and December 2005, CICA provided the research team with lists of participants, who were then recruited into the study by telephone. A team of 29 trained interviewers, all of whom had psychology degrees, conducted face-to-face interviews at multiple sites in Ireland and the UK. In most cases interviews were of about 2 hours duration, although some took up to five hours to complete. Participants were reimbursed for travel and subsistence expenses.
Inter-rater reliability of all scales in the protocol was evaluated by conducting interviews with 52 participants in which pairs of interviewers from the interviewing team were present and each completed independent protocols for the same cases.
Hardcopies of interview protocols were securely stored at UCD. Data were entered into an SPSS spreadsheet in an anonymized form, where they were verified and analysed.
RESULTS
Development of ICAPCI factor scales and assessment of their factorial validity
The first aim of the study was to establish a set of factorially valid factor scales which contained similar items for past and present versions of the ICAPCI. The related hypothesis was that a theoretically coherent factor structure would offer a parsimonious explanation for item response variability. The analytic strategy was to conduct initial exploratory principal components analyses (PCA) of past and present versions of the ICAPCI; use the results of these analyses to construct a set of factor scales; and then test the validity of these through confirmatory factor analysis. The sample size of 247 used 10 satisfied the recommendation for exploratory factor analysis of a ratio of at least five participants per variable (Gorsuch, 1983) and exceeded the minimum sample size requirement of 200 for confirmatory factor analysis (Boomsma, 1982) . Results of exploratory PCA of the ICAPCI, yielded similar, although not identical, factor solutions for past and present versions of the instrument. Items with high factor loadings from both of these analyses, and a small number of items of clinical and theoretical importance not included in the factor solutions of these analyses, were used to form the following 6 factor scales for evaluation through confirmatory factor analysis.
Traumatization is a 14 item scale which assesses truamatization, betrayal and loss of trust, stigmatization, shame and guilt, and disrespect of authority.
Re-enactment is an 9 item scale which assesses re-enactment of abuse; powerlessnes, coping by opposing, and coping by using alcohol and drugs.
Spiritual disengagement is a 5 item scale which assesses disengagement from religious practice and not using spiritual coping strategies.
Positive coping is a 9 item scale which assesses coping through planning, skill mastery, and social support.
Coping by complying is a 3 item scale which assesses coping by complying with the wishes of people in authority.
Avoidant coping is a 3 item scale which assesses coping by avoiding thoughts and situations associated with abuse.
Confirmatory factor analyses were conducted to evaluate the factorial validity of past and present versions of the 6 ICAPCI factor scales. Two confirmatory factor models were specified and estimated using LISREL 8.72 (Jöreskog & Sörbom, 2005a) and PRELIS 2.72 (Jöreskog & Sörbom, 2005b) . Model 1 was for the past version and model 2 was for the present version of the ICAPCI. The goodness of fit for each model was assessed using the Sattora-Bentler scaled chi-square (S-Bχ 2 ), the Incremental Fit Index (IFI: Bollen, 1989) , and the Comparative Fit Index (CFI: Bentler, 1990 
Reliability
The second aim of the study was to evaluate the reliability of the 6 factor scales of past and present versions of the ICAPCI. To establish the reliability of the 6 ICAPCI factor scales, internal consistency alpha reliability coefficients (based on 247 cases) and inter- The third aim was to assess the discriminative validity of the ICAPCI factor scales. The 
Construct validity: Correlations of the ICAPCI with indices of adult adjustment
The fourth aim of the study was to determine the construct validity of the ICAPCI factor 
ICAPCI profiles of groups who had suffered different types of child abuse
The fifth aim of the study was to further evaluate the construct validity of the ICAPCI scales by assessing the degree to which different types of institutional child abuse (sexual, physical and emotional) were associated with different profiles on the scales. This was an exploratory analysis without explicit hypotheses. To determine if cases who had suffered different types of institutional abuse had different ICAPCI scale profiles, the 247 cases were classified into three groups who reported that the worst form of institutional abuse to which they had been subjected was either sexual (N=80), physical (N=102), or emotional (N=85). Participants' statements about their worst experiences were classified as sexual abuse if the words sexual abuse or rape were mentioned, or if they reported genital, anal or oral sex, masturbation or other coercive sexual activities. Participants' statements about their worst experiences were classified as physical abuse if physical violence, beating, slapping or being physically injured were reported. Statements of actions involving humiliation, degradation, severe lack of care, withholding medical treatment, witnessing the traumatisation of other pupils and adverse experiences that were not clearly classifiable as severe sexual or physical abuse were classified as severe emotional abuse.
Inter-rater agreement greater than 90% was achieved for a sample of 10% of statements.
To aid profiling, all ICAPCI scales were scored so they each had a range of 1-5 by computing the mean item rating for each scale. A series of twelve 3 X 2, Groups X Time 14 repeated measures ANOVAs, with post-hoc tests where appropriate, were used to test for significant variation between groups on either past or present versions of each ICAPCI scales and to identify significant changes from past to present on each ICAPCI scale. To control for type 1 error associated with conducting multiple statistical tests, a significance level of p<.01 (rather than p<.05) was used in these ANOVAs.
From Table 2 it may be seen that significant intergroup differences occurred for past re-enactment and present coping by complying. With past re-enactment, the mean of the sexual abuse group was significantly higher than those of the physical or emotional abuse groups. This indicates that those who reported that sexual abuse was the worst form of institutional abuse to which they had been subjected, also reported higher levels of reenactment in childhood, compared with the other two groups. For present coping by complying, the mean of the physical abuse group was significantly higher than those of the sexual and emotional abuse groups. This indicates that those who reported that physical abuse was the worst form of institutional abuse to which they had been subjected, also reported a higher level of coping by complying in adulthood, compared with the other two groups. For all 6 ICAPCI scales significant time effects occurred. For traumatization and re-enactment, mean scores decreased from the past to the present, but for spiritual disengagement, they increased. Positive coping mean scores increased from past to present, but coping by complying and avoidant coping mean scores decreased. There were no significant Group X Time interactions, indicating that there were no significant intergroup differences in the pattern of past and present scores.
ICAPCI profiles of groups with different numbers of psychiatric diagnoses
The final aim of the study was to further evaluate the construct validity of the ICAPCI scales by assessing profiles in subgroups of participants who differed in their current level of mental health. It was expected that those with poorer mental health would show more problematic profiles on the scales, and less improvement from past to present versions of the scales. The 247 cases were classified into three groups. Group 1 contained 83 participants who had four or more current or lifetime diagnoses as assessed with the SCID I and SCID II. Group 2 contained 119 participants who had 1-3 current or lifetime 15 diagnoses. Group 3 contained 45 participants who had no diagnoses. A similar approach to data analysis was used to compare ICAPCI profiles of the three groups as in the previous analysis. From Table 3 it may be seen that the three groups differed significantly in their mean scores on the past and present versions of the traumatization and reenactment scales. On the past and present versions of the traumatization and reenactment scales, group 1 obtained a significantly higher mean scores than groups 2 and 3. On the present versions of the traumatization and re-enactment scales, group 2 also obtained a significantly higher mean score than group 3. There was a significant Group X Time interaction for traumatization. Group 1 showed less reduction in traumatization from past to present (effect size = 1.27) than group 2 (effect size = 1.65) or group 3 (effect size = 1.67). For all 6 ICAPCI scales significant time effects occurred, replicating the effects shown in Table 2 .
DISCUSSION
The first hypothesis -that a theoretically coherent factor structure would offer a parsimonious explanation for ICAPCI item response variability -was supported.
Confirmatory factor analyses supported the six factor scale structure of past and present versions of the ICAPCI. The scales assessed (1) traumatization, (2) re-enactment, (3) spiritual disengagement, (4) positive coping, (5) coping by complying, and (6) avoidant coping.
The second hypothesis -that these scales would show moderate levels of internal consistency and test-re-test reliability was partially supported. The traumatization, reenactment, and spiritual disengagement, scales had internal consistency and inter-rater reliability coefficients of at least .7 for their present versions and above or only marginally below.7 for their past versions. The positive coping, coping by complying, and avoidant coping scales showed moderate to good internal consistency (.51-.71) and inter-rater reliability (.51-.99) across past and present versions.
The third hypothesis concerning the discriminative validity of the ICAPCI scales, was that they would have large and significant correlations with indices of institutional, but 16 not family-based child abuse, was supported for the traumatization and re-enactment scales, but not the other ICAPCI scales.
The fourth hypothesis concerning the construct validity of the ICAPCI scales, that they would show large and significant correlations with indices of adult adjustment, was supported for the traumatization, re-enactment and positive coping scales.
The fifth aim of the study was to further evaluate the construct validity of the scales by assessing the degree to which different types of institutional child abuse were associated with different profiles on the scales. There was a unique association between severe sexual abuse and high scores on the ICAPCI past re-enactment scale, and also between severe physical abuse and high scores on the ICAPCI present coping by complying scale.
The sixth and final hypothesis, concerning the construct validity of the ICAPCI scales, that those with poorer mental health would show more problematic profiles on the scales, and less improvement from past to present versions of the scales was partially supported. Those with poorest mental health obtained higher scores than other participants on past and present versions of the traumatizaiton and re-enactment scales, and also reported less reduction in traumatization from past to present.
The structure of the ICAPCI scales provides some validation for the clinical insights and theoretical positions that informed its development, and also suggested some interesting refinements of these positions. The ICAPCI assesses the psychological processes that Wolfe et al. (2003) proposed to characterize survivors of institutional abuse. The processes of traumatization, betrayal, stigmatization and disrespect for authority all loaded on a single factor, assessed by the ICAPCI traumatization scale. The processes of re-enactment and powerlessness, combined with coping by opposing and coping by using alcohol, drugs and food all loaded on a single factor assessed by the ICAPCI re-enactment scale. The process of religious disengagement identified in the literature on clerical abuse (Bottoms et al., 1995; Fater & Mullaney, 2000; Farrell & Taylor, 2000; McLaughlin, 1994 , Wolfe et al., 2006 loaded on the ICAPCI Spiritual Disengagement scale. Coping by planning, skill mastery and social support, identified in the stress and coping literature as functional coping strategies (Luthar, 2003; Rutter et al., 17 1990) all loaded on the ICAPCI Positive Coping factor scale.
The study had a number of limitations, three of which deserve particular mention.
First, the factor structure of the ICAPCI was established on a single sample, and so requires replication in other samples to assess its stability. Second, there was no attempt to evaluate the accuracy with which people recalled the impact of abuse on them as young people in response to the past version of the ICAPCI, and so the results might well be accurate, or may be distorted by a range of factors including participants present psychological state and mental health. The fact that improvements occurred on all ICAPCI scales from past to present versions (noted in Tables 2 and 3 ) may reflect actual improvements in functioning, or participants' bias to believe things are better now than in the past. A third limitation of the study was that no data were available on participants' treatment seeking behaviour. As a consequence it was not possible to compare profiles of treated and untreated cases, particularly their changes over time on past and present versions of the ICAPCI scales. Such analyses would have provided information of interest to clinicians who treat adults survivors or institutional child abuse.
PRACTICE IMPLICATIONS
The ICAPCI may be used in future research and (cautiously) in clinical practice to assess the following psychological processes and coping strategies in adult survivors of institutional abuse: (1) traumatization, (2) re-enactment, (3) spiritual disengagement, (4) positive coping, (5) coping by complying, and (6) avoidant coping. The items in Table 1 may be used to construct the questionnaire, and a 5 point response format may be used for all items from 1 = never true to 5 = very often true.
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